Kluyvera ascorbata belongs to Enterobacteriaceae family and is a gram negative micro-organism. This bacteria is usually considered a commensal, however it can cause significant infections rarely. This organism is usually resistant to most commonly used antibiotics used as first line in neonatal units. Antimicrobial agents active against Kluyvera strains include third-generation cephalosporins, fluoroquinolones, and aminoglycosides. We report a case of an extremely low birth weight male infant who presented on day 4 of life with clinical features of sepsis, multi-organ dysfunction, shock and pulmonary haemorrhage. Neonatal sepsis was associated with marked elevation of C-reactive protein and a falling platelet count. Infant expired on day 5 of life in spite of aggressive supportive care and treatment with meropenem. with growth of Kluyvera ascorbataon blood culture.
topical and systemic antifungals and surgical procedures like excision. [1] This patient was started on antifungal therapy (systemic and topical) for a month based on the provisional clinical diagnosis and has not returned for a follow-up visit to date.
To the best of our knowledge, this is among the first reports of ungual protothecosis from Maharashtra, India. We report the case as it presented in an immunocompetent patient and was caused by P. zopfii. We would like to emphasise the need to diagnose this infection early and maintain a high index of suspicion for yeast-like agents other than Candida as agents of infection.
Introduction
Kluyvera ascorbata belongs to Enterobacteriaceae family and is a gram negative micro-organism. [1] In the past, Kluyvera Sp. was considered non-pathogenic and saprophytic in nature, but few reports in the recent period have shown its association with severe bacteraemia, soft tissue infection, intra-abdominal abscess, septic shock and urinary tract infection. [2, 3] So, in cases of Kluyvera sepsis in neonates, early and targeted treatment with appropriate antibiotics would reduce neonatal morbidity and mortality. [4] 
Case Report
An extremely low birth weight male infant was born with a birth weight of 800 grams at 30 weeks of gestation to a 27-year-old primi-gravida mother. Mother was referred to our hospital for an anticipated preterm delivery with foetal doppler abnormality. The infant was delivered by caesarean section for intrauterine growth restriction and absent end diastolic blood flow (AEDF) in the umbilical artery. He cried immediately after birth and had an APGAR score of 7/8/8 at 1, 5 and 10 minutes of life respectively. At birth he was noted to have a single umbilical artery. On examination there was no dysmorphism or malformations. For respiratory distress starting soon after birth, he was started on bubble continuous positive airway pressure (CPAP) and received one dose of surfactant by Intubation surfactant and extubation (INSURE) method. Infant continued to be on CPAP for mild respiratory distress and oxygen requirement of 30% FiO2. At 30 hours of life, infant had an acute deterioration with increasing respiratory distress, increase in oxygen requirement, pallor, cool and dusky periphery, feeble pulses, delayed capillary refill time and low blood pressures. Haematocrit dropped from 43.5% on day 1 to 34.5%. Vital parameters included heart rate of 190 beats/min (tachycardia), respiratory rate of 68/min (tachypnea), blood pressure of 40/24 mm Hg (low blood pressure) and capillary refill time of 4 seconds. Chest X-ray showed bilateral diffuse opacity suggestive of pulmonary haemorrhage. Sepsis screen showed white blood cell (WBC) count of 11,500/mm 3 with 45% neutrophils, Immature neutrophil/total neutrophil (I/T) ratio of 0.15, platelet count of 180,000/mm 3 , C-reactive protein (CRP) value of 0.1 mg/dl and cultures showed no growth of organism. Infant was started on invasive ventilation, inotropic support, packed cell transfusion and intravenous pipericillin-tazobactum. However, on day 4 of life, nearly 60 hours after the first deterioration, infant again had dusky and cold peripheries, prolonged capillary refill time (around 4 sec), off colour, sclerema over the face, petechial spots over chest and abdomen, acidotic breathing (base deficit of -14, pH 7.08), tachycardia (heart rate of 182 beats/min), tachypnea (respiratory rates of 70-72/ min) and hypotension (mean BP of 24 mmHg). Sepsis work up showed elevated CRP (6.1mg/dl), leucopenia (WBC counts 3400/mm 3 ), absolute neutrophil count of 864/ mm 3 , I/T ratio of 0.23, platelet count of 7000/mm3, toxic granulations on peripheral smear and coagulation profile was grossly deranged. The infant was revaluated with repeat blood cultures, two separate blood cultures were sent from two different sites after taking all aspetic precautions to rule out contamination. Antibiotics were upgraded from pipericillin-tazobactum to Meropenem in view of clinical deterioration. The infant expired on day 5 of life. Repeated both blood cultures done at second deterioration (on day 4) showed growth of Kluyvera ascorbata sensitive to Amikacin, Colistin, Imipenem, Meropenem and Tigecycline. The organism was resistant to Gentamicin, Piperacillin-tazobactum, Amoxyclav, Ciprofloxacin, Cefazolin, Cefuroxime, Ceftazidime and Cefotaxime. Consent was obtained form the parents for case report publication.
Discussion
Kluyvera species are present ubiquitously in the environment and distributed predominantly in soil and water. These organisms are also considered by many as normal commensal in human being gastro intestinal tract. [5] In 1936, Kluyver and van Neil discovered the Kluyvera spp, [6] but its complete discovery of genetic characteristic and molecular features were done by 1981. [3] Virulence factors in the pathogenesis of the Kluyvera species, are attributed to lipopolysaccharide and surface antigens, which are characteristic feature of Enterobacteriaceae family members. [5] In the recent past, Kluyvera ascorbata has become increasingly more clinically significant due to a wide range of clinical manifestations in neonates and also because of its inherent property to transfer CTX-M-type extended spectrum B-lactamases (ESBLs) genes to other members of the Enterobacteriaceae family. [1] Neonates are prone to infections and the risk increases further inpremature infants because of the immunological immaturity. [7] The clinical significance of Kluyvera infections in the pediatric population has been recently reviewed by Carter et al. [2] In our patient, the bacterium was sensitive only to Amikacin, Imipenem, Meropenem, Colistin and Tigecycline and resistant to all third generation cephalosporins and fluoroquinolones.
In the present case, the infant was extremely low birth weight and had co-morbid conditions such as respiratory distress syndrome (RDS) and patent ductus arteriosus (PDA) which could have been responsible for mortality besides sepsis. The possible source of infection in this case could be from health care personal or from water, though we were not able to identify the source of infection.
Conclusion
Kluyvera ascorbata is a commensal organism, in immunocompromised situations or individuals it can cause fulminant sepsis. may have skin involvement. But, cutaneous manifestation with no apparent signs of meningeal involvement is a rare entity occurring in only about 6% of already diagnosed HIV-infected cases. Such cutaneous lesion as presenting sign of AIDS is rare in literature. On the other hand, infectious diseases including cryptococcosis may be the cause of pancytopenia. The more important and common cause of pancytopenia are aplastic anaemia, myelodysplastic syndrome, leukaemia, systemic lupus erythematosus, etc., before zeroing into infective causes such as cryptococcosis. A complete investigative work-up is essential when a young, apparently healthy-looking patient present with pancytopenia. Presence of skin lesions may provide the first evidence of disseminated infection and indicate a poor prognosis. However, earlier recognition and treatment would improve survival. [2, 3] Manipur is an endemic region of penicilliosis, an indicator disease of AIDS and majority of them present with skin manifestations. [4] We describe a rather unusual and
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Disseminated cryptococcosis caused by Cryptococcus neoformans
is a life-threatening opportunistic infection among immunosuppressed individuals. It is one of the commonest acquired immune deficiency syndrome (AIDS)-defining diseases, more so in sub-Saharan Africa and India. [1] Besides meningitis, disseminated infection can involve any other anatomic sites such as skin, eyes, genitourinary tract, gastrointestinal tract and abdominal cavity. Approximately, 15-20% of human immunodeficiency virus (HIV)-infected patients with meningeal cryptococcosis
